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F 000' INITIAL COMMENTS 

: The following reflects the findings of the 
, California Department of Public Health during an 
abbreviated survey for the investrgation of two (2) : 

! complaints #CA00597479 and #CA00597496. 

I 
Representing the Department of Public Health. 
HFEN, 29108 

The inspection was limited to the specific 
complaints investigated and does not represent 

. the findings of a full inspection of the facility 
F 622 1 Transfer and Discharge Requirements 
SS=D CFR(s)' 483.15(c)(1 )(i)(ii)(2)(i)-(iil) 

' §483.1 S(c) Transfer and discharge­
§483.15(c)(1) Facility requ1rements-
(i) The facility must permit each resident to 

1 remain in the facility, and not transfer or 
discharge the resident from the facility unless- I 
(A) The transfer or discharge 1s necessary for the , 

. resident's welfare and the resident's needs 
1 

cannot be met rn the facility; I 
1 (B) The transfer or discharge is appropriate I 
because the resident's health has improved 
sufficiently so the resident no longer needs the 
services provided by the facility, 

I (C) The safety of individuals in the facility is 
endangered due to the clinical or behavioral 

1 status of the resident, 
(D) The health of individuals in the facility would 
otherwise be endangered, 

! (E) The resident has failed, after reasonable and 
' appropriate notice to pay for (or to have paid 
1 under Medicare or Medicaid) a stay at the facility. 
Nonpayment applies if the resident does not 

: submit the necessary paperwork for third party 
. payment or after the third party, including 

F 000 1 

F 622 

Preparation and/or correction of 
this plan of correction does not 
constitute admission of agrcl'mcnt 
by the Provider of the truth of th: 
facts alleged or conclusions set 
forth on the Statement of 
Deficiencies. This Plan of 
Correction is prepared and/or 
executed solely because it is 
required by Provisions ofl Jealth 
and Safety Code Section 1280 and 
42 C.F.R. 405.1907 

I 1/12/18 

F 622 C:FR(s) : 483.15© Transfer 

Discharge-483.15( c)(l )(i)(ii)(2)(i)­
(iii) 

How corrective action(s) will be 

accomplished for those found to 

have been affected by the 

deficient practice: 

>Resident 1 no longer resides at the 
facil ity. 

How the facility will identify 

other Residents having the 

potential to be affected by the 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (Xo)OATE 

1:2,/ /( < 
I I I ,f 

Any deficiency statement ending with an astens ) denotes a deficiency which the institution may be excused from correcting providing 11 is determined that ~ 
other safeguards provide sufficient protection to the patients (See instructions ) Except for nursing homes. the findings stateo above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided For nursing homes, the above find ings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility If deficiencies are cited an approved plan of correctiol" 1s requisite to continued 
program participation 
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F 622 i Continued From page 1 i F 622 
· Medicare or Medicaid, denies the claim and t11e 

1 

resident 1·Gfuses to pay ro1· his or her stay, For a 
resident who becomes eligible for Medicaid after 
admission to a facil'ity, the fac'ility rnay charge a 
resident only allowable charges under Medicaid; 
or 
(F) The fac'ility ceases to operate, 
(ii) Tile facility may not transfer or discharge tl1e 
resident while the appeal is pendinn, pursuant to 
§ 431.230 of this chapter, when a resident 
exercises his or Iler right to appeal a transfer or 
discha1·ge notice from the facility pursuant to § 
43 I .220(a)(3) of this chapter, unless the trnlure to 

'discharge or transfer would endanger t11e health ' 
or safety of the resident or other individuals in the 

; facility. The facility must docum,;nt the danger 
1 that failw·e to transfer or discharge would pose 

, §483. 15(c)(2) Documentation, 
When the facility transfers or discharges a 
resident under any of the circurnstances .spe.ci'fied 
in paragraphs (c)(1)(i)(A) through (F) of this 
section, the facility must ensure that the transfer 
or discharge is documented in tile resident's 
medical record and appropriate inforn1ation is 
communicated to the receiving health care 
institution or provider. 
(i) Documentation in the resident's medical record 
must include: 
(A) The basis for the transfer per parawaph (c)(1) 
(i) of this section. 
(8) In the case of paragraph ( c)(1 )(i)(A) of this 
section, the specific resident need(s) that cannot 
be met, facility attempts to meet the resident 
needs, and the service available at the receiving 
facility to meet the need(s), 

; (ii) The documentation required by paragraph (c) 
j (2)(i) of this section must be made by- , 
I i 

same practice a11d what 

corrective actions will be taken; 

All residents could be potentially 
1tffocted. 

>The facility conducted a 
retrospective revie~' of discharge.d 

residents for the month of July 
21) J 8. 

What measures will be pul into 

piaee or \vhat syste1nic ir.limnges 
will the facilit)' mak1; to ensure 

that the deficient IH'>i,cticc does 

uot recur; 

>The DNS and/or designec will 
review the facility)s l)ischargc 

policy wilh the new physieoian 

group rnanaging resident care to 
cno11rc ongoing compliance and 
documentation regarding resident 
transfer and/or discharge in the 
medical record, 

>The DNS, Medical Records 

Director, and Medical Records 
Consultant will modify the existing 
discharge sunnnary fonn as part of 
the perfonnance irnprovcn1ent plan 

-----1--------------------~--~-----~----·-·---- -
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! (A) The resident's physician wl1en transfer or ) I (PJP) to fac.ilitate communication 
: discliarge is necessary unde1· paragrapl1 (c) (1) , 

(A) or (8) of this SHction; and 
· (B) A pl1ysician when transfer or discharge is 
· necessai·y under paragraph (c)(1)(i)(C) or (D) of 
this section. 

' (iii) Information provided to the receiving provider 
must include a niinimurr1 of the foi!owing: 
(A) Contact information of the practitioner 

' responsible for ttie care of the resident. 
1. (8) Resident representative information including 
! contact information 
, (C) Advance Directive information 
(0) All special instructions or precautions for 
ongoing care, as approp1·iate. 
(E) Cornprel1ensive care plan goals; 
(F) All other necessary inform:Jtion, including a 

. copy of the 1·esident's discha1·ge summary 
consistent with §483.21 \C)(2) as applicable, and 

, any other documentation, as app!1cable. to ensure 
1 a safe and effective transition of ca1·e 
' This REQUIREMENT is not met as evidenced 
! by 
· Based on interviews and record review, the 
i facility failed to ensure Resident 1 's physician 

documented the transfer or discharge in the 
medical record. 

This led to a failure in comrnunicating the 
appropriate infonnafion to the receiving health 

! care institution and provider. 

i . . 
1 

F1ndmgs: 

with the receiving health care 
institution Hild provider. The 
physicians" will receive individual 
l: l in-service regarding the new 
fonn. 

! How tlitc facility plans lo monitor 
},ts perforrnance to n1akc sure 
11.hat solutions are sustained; 

Medical records will continue to 
audit l 00% of DC records per 
facility policy (e.g., prior to 3 0-
days post DC) to ensure complelion 

ofrequired documentation. The 
DNS will also evaluate audit 
findings monthly to identify any 
trends. The desired initial transler 
discharge documentation 
compliance threshold is 95 percent. 

Compl.iance fiudings will be 
presented at the next quarterly 
QAPI meeting. Audits will be 
ongoing per facility policy. 

In addition, the DNS and/or 
Medical Records Director will 
audit the new DC summary PIP for 
effectiveness, achievement of 

: According to the medical record, Resident 1 was i 
1 admitted to the facility on 7/4/18 with diagnoses I 
I including myocardial infarction (heart att.ack) and j 

1 dementia. Resident 1 was transferred/discharged .1 
: back to the hospital from where he was admitted I 
I -'-----· 
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F 622 [ Continued From page 3 F 622 I' . . 1 
• d t 1 a· · b h · demed 95 rercent co111pl 1ance 1 
i ue o unsa e an aggressive e av1ors on . . _ . 
l/30/18. threshold, and present the find111g> 

A copy of the Notice of Proposed 
Transfer/Discharge sent to Resident 1 's son, 
dated 7/30/18, was reviewed. l'c read. "Dear 
[Resident 1 'sj son. As per the admission 
agreement, the facility shall ll'ansfer/disct1a1·ge a 

1 resident \Nhen the facility detern1ines that such 
! aclion is apprnpriate ·1n order to meet the 
! resident 1s needs for health care services. This is 
; to inform you that [Resident 1 J will be 
'transfened/dischargecl to [hospital name] on 
: 7/30/18 for the following reason(s). "i The 
i transfer or discharge is necf-Jssary for the 
: resident's welfare and the resident's needs 
: cannot be met in the facility. 2.. The safety of the 
; individuals in the facility would be endongered oy 
! the resident being l1ere. 3. The health of 

individuals in the facility would be endangered by 
the resident being here. [and) 4. The resident has 
not resided in the facility for :30 days." The letter 

, was signed and dated by tl1e Adrninistratrn· on 
7/30/18. 

Fu1iher revievv of Resident 1's rnedical record 
revealed the absence of physician notes 
documenting the basis fm the transfer, the 
specific resident needs that could not be met, the 
facilrty's attempts to meet his needs, and the 
service(s) available at the receiving facility to 
meet those need(s). 

In an phone interview with the Medical Records 
; Oirecto1·(MRD) on 9/'14/18at12:35 a.m., the 
: MRD confirmed that the only physician notes in 
1 Resident i's medical record was an Admission 
\ History and Physical. dated 7/6/18, and the 
! incomplete discharge summary Neither of tl1ese I 

at the next qua1terly QAPI meeting. 

The QAPI committee will make a 
determination as to the frequency 
of the ongoing n1onitoring for 
i::o1npiiance based on the outco1ne 
of th,1 reviews. 

The elate when corrective action 
will be completed: 

12/10/18 

F 661 Discharge Summary 

CFR(s) 483.21©(2)(i)-(iv) 

flow corrective action(s) will Ile 

aecomplished for those found to 
llave been affected by the 

deiidcnt practice: 

>Resident 1 no longer resides at the 
facility. 

How the facility will identify 
other Residents having the 
potcntfal !o be affected by the 

same practic~ and v1hat 
corrective actions U-'ill be taken; 

---~---· 
l__ 
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F 622 ! Continued From page 4 . I F 622 All residents could be potentially 

, included the required transfer or discharge , affected bv this practice. 
phys1c1an docurnentat1on. I · 

I 
: Acco1·ding to 8 20'17 focility policy titled, 
: "Discharge Plan and Post Uischarge Plan of 
r Care", "The physician shall revie1N the resident's 
1 progress and determine a possible discharge 
date Tl1ere shall be a physician order for 

1 discharge and the reason for the discharge .. All 
, discharge planning sl1all be documented in the 

medical record." 
F 661 Discharge Summary 
ss,~D CFR(s): 483.21 (c)(2)(i)·(iv) 

: §483.21(c)(2) Discharge Summary 
, When the facility anticipates discharge, a resident i 
! must have a dischnrg1~ summary that includes, 1 

but is not limited to, the following: ! 
! (i) A recapitulation of tbe resident's stay that 
i includes, biJt is not limited to, diagnoses. course 
; of illness/treatment or therapy, ancl pertinent lab, 
: radiology, and consultation results. 
' (ii) A final summary of the resident's status to 
inclucle items in paragraph (b)(1) of§483.20, a.t 
the time of the discharge that is available for 

, release to authorized persons and agencies, with 
the consent of the resident or resident's 
representative. 
(iii) Reconciliation of all pre-discharge 
medications with the resident's post-discharge 
med·1caf1ons (both prescribed and 
over-the-counter). 
(iv) A post-discharge plan of care that is 

i 

F 661 

>The facility conducted a 
retrospective review of discharged 
residents for the month of July 

2018. 

1\''hat n1easuries wH! he put 1!nto 
place or \vhat systemi,r chanRe~~ 

will the facility make to eusurc 
dmt the dr.ficient practi.ce docs 
not recu:r; 

>The DNS and/or designee will 

review the facility's I)ischarge 
policy wi1h the new physicinn 

group n1anaging resident can; to 
ensure ongoing compliance and 
coinpletion of the discharge 

summary per regulatory 

requirement. 

>The DNS, .Medical Records 

Director, and Medical Records 

Consult:rnt will modify the existing 

discharge sun11na1y fonn as part of 
tile pcrforn1ance in1provcn1ent plan 
(PIP). The physicians will receive 

individual 1: 1 in~serviee regarding 
the new J)C surnn1ary fonn. 

I 

developed with the participation of the resident 
and, with the 1·esident's consent, the resident 
representative(s), which will assist the resident to 
adjust to his or her new living environment Tl1e 
post·discharge plan of care rnust indicate where 

! ! ' 
~~--------'-----------------·-·~·~··---·--L. ____ _ 
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~:i:nt1~-ued From page 5 ----i--~, 661 

[ the individual plans to reside, any arrangements 1 

'1 that have been made for the msident's foliow up ,JI 

' care and any post-discharge medical and 
', non-medical services. 
; This REQUIREMENT is not met as evidenced I 
: by: 
i Based on intervie\>VS and record review, the 
· facility failed to complete a discharge summary 
' for Resident 1 that included a recapitulation and 
· final sun1mary of the resident's status, a 
1 reconciliation of all medications and a 
: post-discharge plan of care. 

' This failure to ensure that necessary inforination 
· regarding Resident i \vas cornrnunicated in tl:e 
· mandated form of a complete, accurate and 
: ti1nely discharge surr1n1ary put Resident 1 at risk 
' for delayed, inaccurate and/or incomplete care 
post-discharge. 

Findings: 

According to a review o'f the rneclical record, 
Resident ·1 was admitted to the facility on 7/4/18 
with diagnoses including myocardial infarction 
(heart atl:acl\) and dementia 

rORM CMS-2507(02-99) Previous Versior,s Obsolete Event ID: N5Y1 ·11 

its perforrnance to Inake sure 
that so1utions are sustah11ed; 

Medical Director and/or dcsig11ec 
will audit 100% of resident 

discharge records, including the 
1nodified discharge sun11nary forn1, 
per facility policy. 

Audit findings, including 

completion of the modified 

discharge summary form, will also 

be reviewed by the DNS to 
determine compliance. Identified 

trends will be reviewed and 

addressed by the PIP committee 

(i.e. DNS, Medieal Records 
[)irector, and Medical Record 

Consultant) monthly. 

The desired compliance threshold 

is 95 percent Findings will be 

presented at the qualterly QAJ'I 
meetings to evaluate effectiveness 

and sustained compliance. The 
QAP! committee will make a 
determination as to the frequency 

of the ongoing 111onitoring tbr 

I ___ . __ _L ____ _ 
!f continuation sheef Page 6 of 8 
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F 661 f Continued From page 6 I F 66'1 I 
I indicating she called a facility requesting a bed for\ I 
1 Resident 1 A final Social Service Progress Note I I 
1 was written 7/27/18 and read, "[Resident 'I's son) 
gave permission to "fax referrals to any facility I 

that 1s more approp1'iate. SSD explained that I 
referrals would be sent out first thing Monday 
7/,30/HL" 

In an interview with the S8D on 8/1/'/8 at 9 55 
a.m,, sl1e explaine,d that on Monday 7/30/18, due 
to Resident 1's unsale and aggressive ber1aviors, 
Resident 1's son (Resident 1's responsible party) 
was called by the Administrator, the SSD said, 
and was told he could either pick up his father at 
the facility or "we can send l1irn with 
transportation" to the hospital from where he was 
admitted. Tl1e SSD stated, the facility sent 
Resident 1 to the hospital to meet his son via 
non-emergency transportation. 

The ,lu/y 2018 Physician Orders for Resident ·1 
were reviewed, On 7/30/'18, a pliysician order 
was received by nursing and documented as, 
"May transfer resident to [genernl acute care 
facH'rty] to meet son [name]." 

During an interview wit/1 Directorof Staff 
Development (DSD) on 7/31/18 at 3:30 p,m., 
copies of Resident 1's medical records, induding 
the discharge summary, were requested, On 
8/1/18 at 9'45 a,m,, the OSD stated the discharge 
summary for Resident 1 was not yet completed, A 
second request for Resident 1 's discharge 
summary was made during a phone interview 
with the Administrator on 9/12/18 at 9:30 am, 
The Department received a facsimile of Resident 
'l's discharge summary on 9/12/18, 

' Resident 1 's "Physician's Discl1arge Summary" 

co1npliance based on the outco1ne 
of the reviews, 

111e date when corrective tlction 

will be completed: 

12/10/18 

i (X5) r:: 
I 

___ , ___ ___._ ___ _ 
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1 y,1as reviewed. The discharge surnmary included 
the following information: Resident '/ 's admission 
date, discharge date, disposition, re~1abilitation 
potential and admission diagnoses. The 
discharge summary was signed and dated by the 
facility's Medical Director (and Resident 1 's 

: attending physician) on 7;3·1118. The following 
: areas of the discharge summary were left 
' incomplete: discharge diagnosis, summary of 
' care, and prognosis. The d"1schatge summary did 
, not have a recapitulation or final summary of the 
, resident's status, a r·econciliation of all 
, medications or a post-discharge pian of care. 

According to a 2017 facility policy i,itled, 
, "'Discharge Plan and Post Discharge Plar, of 
· Care", "[A] Discharge Summary shall include a 
recapituation of tl1e resident's stay and a final 

: sun1mary of the resident's status ... At a n1inirnum, 

f-t-
1 F 661 \ 
I I 
I i , I 
I I 

I 

i the disclla1·ge su1nrnary will c:ontaln a summary of ', 
: the res'1dent's status to include a description of 
~the resldent's: ... n1edical status 
1 measure111ents,.:.physical and mental functional 
i status, ... and drug therapy ... " 

' i Jn a phone inte1view with the Medical Records 
I Director (MRD) on 9114118 at 12:35 a.m, the 
I MRD acknowledged that Resident ·1 's discharge 
'· summary was limited to the one page facsimile 
she sent the Department. 

------' ------' ---

DEFICJENCY) 

(XS} 
COMPLETIOI~ 

) DATE 

r----1 
! 
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